The NCQA's Quality Compass: Evaluating Managed Care In The United States
A brief look at the NCQA's comparison of health plan performance.
By Jo s e p h W . T h o m p s o n , Ja m e s B o s t , Fa r u q u e A h m e d , C a r r i e E . I n g a l l s , a n d Ca r y S e n n e t t O n 1 O c t o b e r 1 9 9 7 the National Committee for Quality Assurance (NCQA) released comparative information on the quality of care provided by a majority of the capitated health care systems in the United States. The release of the Quality Compass 1997 database was a major step in national efforts to make standardized, planspecific performance information available to individuals and groups in the marketplace.
The Quality Compass 1997 data set includes information on patient care delivered in 1996 by commercial health plans that collectively cover more than thirty-seven million Americans. The data offer an unprecedented opportunity to examine and compare performance across the managed health care industry and to hold health care systems publicly accountable for the quality of services provided.
DATA COLLECTION
The NCQA's Health Plan Employer Data and Information Set (HEDIS) 3.0, released in January 1997, established standardized specifications and implementation guidelines for seventy-one measures related to clinical performance, procedure utilization, and patients' experiences and satisfaction with care. Health plans used an electronic data submission tool provided by the NCQA to voluntarily submit information following HEDIS guidelines. The data were entered into the NCQA's database. Each health plan then reviewed its own data set and verified its accuracy. Approximately 20 percent of submitted plans reported undergoing external audits of their data prior to submission.
We report information on thirteen HEDIS measures-eight clinical and five patient experience/satisfaction measures-that convey the initial findings of the NCQA's ongoing analysis of managed care quality. These results illustrate many key issues that are currently being debated regarding managed care quality (for example, pregnancy care and care for the chronically ill). In addition, HEDIS measures serve as important indicators of the managed care industry's overall performance.
OVERALL RESULTS
n PLAN CHARACTERISTICS. The 339 health plans that submitted information to the NCQA were similar to those described in InterStudy's Competitive Edge 6.2 report, a summary of information on commercial managed care plans. 1 The health plans were comparable to all plans with respect to model type, regional location, and tax status (Exhibit 1).
n CLINICAL MEASURES. In general, HEDIS measures apply to persons who have been continuously enrolled for a specified time period (usually one year), have an assigned primary care provider, and have complete coverage for services under examination. This is true for each of the measures reported here, with the exception that pregnant women are eligible for the prenatal care measure if they were enrolled prior to conception and the cesarean section measure if they delivered a live birth during the calendar year.
National rates for each of the eight clinical measures are shown in Exhibit 2, along with definitions of the clinical measures. Wide variations in reported performance indicate the different levels of achievement and quality of care provided by these plans. Some plans met or exceeded national performance expectations (for example, by achieving immunization rates surpassing 90 percent of two-yearolds) . On the other hand, some plans performed at much lower levels on key indicators (for example, plans in which only 60 percent of pregnant women were seen in the first trimester of their pregnancy). NOTES: IPA is independent practice association. Similar distribution s were observed, with the exception that several plans were identified as IPAs in the InterStudy data set and self-reported as "mixed model" to the NCQA. Definitions of health maintenance organization (HMO) model type (from InterStudy's Competitive Edge 6.2 report) are as follows: A staff model is a physician group employed by the HMO. A group model is an HMO that contracts with an independent physician group. A network model is an HMO that contracts with two or more independent groups and may contain some solo physicians. An IPA model is an HMO that contracts with independent physicians, associations of independent physicians, and multispecialty group practices. A mixed model is an HMO using a combination of model types. a Not reported.
thirty-five questions that is a component of HEDIS 3.0. Protocols for the MSS include random sampling of more than 1,800 enrollees per plan. 3 The survey is administered by an independent survey vendor to ensure validity. More than 200 health plans submitted MSS data, with an average patient response rate of 41 percent. The NCQA's target of a minimum 40 percent mailed response rate was achieved by 59 percent of plans. The results of these patient surveys were compiled to create an overall picture of patient satisfaction and experiences (Exhibit 3).
n REGIONAL VARIATION. Regional performance varied on clinical performance, reported patient experiences, and satisfaction with care (Exhibit 4). All performance indicators reflect statistically significant (p < .05) regional variation. Some measures, such as childhood immunizations and diabetic retinal exams, show greater variability across regions, while others show less variation (for example, prenatal care in the first trimester).
DATA LIMITATIONS
As with any data collection effort of this scope and magnitude, data variability could affect results, and their interpretation must be considered. First, varying interpretations of the measure specifications by similarly perform- ing health plans could lead to different reported results. The HEDIS specifications, guidelines related to eligible data sources, and requirements for data source verification have been developed and maintained to minimize such variability. In addition, the NCQA maintains the HEDIS Users Group to provide guidance during data collection efforts. Another source of potential error is the varying reliability of health plan data. Health systems that do not consistently document all care received achieve lower scores for quality indicators. For example, if no documentation exists that a mammogram occurred, the reported rate will be less than the true value.
H E A L T H T R A C K I N G : T R E N D S
The MSS patient experience/satisfaction indicators are less subject to these sources of variation, because the survey is administered by an independent vendor. However, possible nonresponse bias remains a concern.
The participation of commercial health plans in reporting performance to the NCQA is voluntary. Some plans, which are not required to report by either government or purchaser mandates, may choose not to report because they perceive the financial risk of comparative performance data to be greater than any potential advantage. Thus, geopolitical areas that achieve high reporting levels, either voluntarily or as a requirement, may represent a more complete picture of true health plan performance within that region.
Finally, because plans increasingly perceive financial incentives to be tied to performance, individual plans might intentionally misrepresent their performance on quality indicators. Health plan attestations and external audits of reported data are intended to minimize this source of variation. The NCQA is launching a standardized audit process for 1998.
INTERPRETING THE RESULTS
Managed care plans vary greatly both within and across regions in terms of preventive care, treatment of acutely and chronically ill patients, patients' experiences with care, and members' satisfaction (Exhibit 4). HEDIS 3.0 captures this variation in plan performance and makes it possible to publicly report per- formance results for use in purchasing and policy-making decisions. n IMPROVING CARE. The selection of high-quality plans can have a meaningful impact on health indicators. For example, planto-plan variation in mammography rates (28-89 percent of women) suggests a significant opportunity to improve care (Exhibit 2). If mammography rates increased from 70 percent (average plan performance) to 80 percent (the average among the top-performing plans) for all plans in the United States, more than 800 previously unidentified cases of breast cancer could be detected. 4 Competition among plans also has the potential to raise the level of quality of care. For example, some health plans in the Middle Atlantic region reportedly prescribed betablockers for less than 40 percent of the patients with myocardial infarctions who should have received beta-blockers. However, competing plans in that same market document use of this mortality-preventing drug in more than 80 percent of similar patients.
n IMPROVING SATISFACTION. The average plan reports that 56 percent of enrollees are highly satisfied with the plan. However, scores range from 15 percent to 75 percent. Data collected from versions of this survey in previous years reveal similar observed variation with changes in individual plan performance but no overall positive or negative industry trend. care gave their health plan a "B" grade or better. 6 In the 1997 Kaiser/Commonwealth National Health Insurance Survey, 17 percent of working-age adults in managed care were somewhat or very dissatisfied with their health plan. 7 Most consumers report little difficulty obtaining specialty referrals or receiving care perceived as necessary by patient and doctor. However, the customer service offered by plans, including choice of physicians and waiting times, are identified as a major source of dissatisfaction. Previous assessments of patients' experiences with care also documented that perceived quality of care received was less of a concern than choice of physician or waiting times for appointments. 8 n REGIONAL AND SYSTEM COMPARI-SONS. While clear differences in performance on key indicators are apparent at the plan level, regional effects on performance are also evident (Exhibit 4). Performance on childhood immunizations, for example, ranges from a regional average of 80.7 percent in New England to 58.5 percent in the South Central region. Similar differences are observed on other indicators. Further inquiry into these observed regional differences is needed to better understand the variation in performance.
Analyses of health system characteristics and their influence on performance results are under way, including population sociodemographic characteristics, size of plan, network and model type, corporate profit status, and length of time in existence. Medicaid and Medicare data are being combined with these commercial data to provide comparisons for public policy decisionmakers. Finally, comparisons with public health and national health statistics are under way and will help with understanding regional variations.
While the Quality Compass data set currently consists of data from commercial plans, efforts to collect similar information for public purchasers are under way. The Health Care Financing Administration now requires HEDIS measures to be reported for Medicare risk plans (managed care plans contracting to provide care to Medicare beneficiaries). 9 In addition, several states are using HEDIS to monitor the quality of Medicaid managed care plans. 10 Unfortunately, little information has been collected in a standardized and comparable way in the fee-for-service sector, so comparisons with fee-for-service are not straightforward.
USING THE DATA
The plan-specific comparative data that underlie these analyses permit the alignment of financial incentives to promote the delivery of higher-quality care. Large private purchasers, including Xerox, General Motors, Ford Motor Company, and many business groups and purchasing coalitions are using HEDIS to manage their health care contracts and promote enhanced delivery system performance.
11
Consumers also are benefiting by having access to information that they can use during open enrollment and health plan selection. The Pacific Business Group on Health, the Colorado Business Group on Health, and the states of New Jersey and Maryland each produce consumer report cards providing comparison information based on HEDIS.
12 U.S. News and World Report and USA Today have used HEDIS data to inform their readers. 13 Both consumers and public and private purchasers will have increasing amounts of comparative information to use in selecting health plans. As the Kaiser/Harvard and Commonwealth Fund studies point out, many Americans perceive that managed care plans will not adequately protect them in the event of future costly illnesses. This worry persists even though the majority of those surveyed are satisfied with their care. Additional information on quality of care can help to alleviate consumers' concern in managed care systems that are performing at higher levels of quality, provide needed comparative information for those in poorer-performing plans, and create pressure for quality improvement across the health care system. This information creates the opportunity for the health care market to be driven by quality in addition to price. The challenge is to take the information and use it to reward plans that demonstrate high quality and im-provement over time. Through these efforts consumers and purchasers will receive greater value for their health care dollar.
